Introduction
The largely asymptomatic nature of gonorrhoea in women is a major consideration in the planning of any programme for the control of the disease. Contact tracing results in the treatment of many asymptomatic women with the disease, but the majority of available evidence suggests that many others are not traced. In Belfast, for example, Pemberton, McCann, Mahony, MacKenzie, Dougan, and Hay (1972) found strong indirect evidence for the existence of a pool of infected women-the casual primary contacts of male clinic attenders-who did not themselves attend the clinic.
Health education is also used in programmes for the control of gonorrhoea: posters and leaflets from the Scottish Health Education Unit emphasize the need for attendance for a check-up at a clinic for sexually transmitted disease (STD) should a casual sexual encounter have occurred; and a circular for social workers and probation officers from the Department of Health and Social Security (1973) urges that young women in certain 'at risk' groups be encouraged to attend such clinics for examination and tests after any casual sexual encounters.
Since 1971 
Results
Characteristics of women with gonorrhoea who were not referred to the health workers in contact tracing, did not differ significantly from those of women included in the study. Table I shows the principal characteristics of the study population.
History of previous attendance
In Table I It was assumed that such women must have attended either because they had significant symptoms, or because they were aware that they might have a sexually transmitted disease. In the absence of direct referral from a sexual contact, a certain proportion of women who had no significant symptoms must have attended because they knew that they had been exposed to the risk of infection. In a study of attendance motivation in Belfast, Mahony (1972) reported that only two women (from 130) with gonorrhoea alone had attended because of symptoms compared with 20 per cent. of 71 women with trichomoniasis in addition to gonorrhoea. In the present study, therefore, patients with gonorrhoea alone and patients with trichomoniasis or candidiasis in addition to gonorrhoea, have been considered separately.
A further assumption has been made in the present study: that women who had named two or more contacts were more aware that they had been exposed to the risk of infection than women who had named only one contact. Table III shows the influence of these factors on attendance.
Place of birth The women's places of birth were used to detine three ethnic categories (Table I , item 4). Women born in the West Indies were consistently younger than women in either of the other ethnic categories. Thus the median age of West Indian women was one year less than that for the other categories in both first and previous attenders. West Indian-born women tended to record fewer contacts than did women born in the United Kingdom. This tendency, shown in Table V , was apparent in both first and previous attenders; it is consistent with the view that women born in the West Indies were more likely to be the secondary contacts of male clinic attenders than were women born in the United Kingdom.
Of the patients who had attended Lydia Clinic of their own accord and for the first occasion, fourteen were born in the United Kingdom and only one in the West Indies. This difference was statistically significant. Thus West Indian-bom women tended to refer themselves less frequently to the clinic for the first occasion than did women born in the 
Discussion
Of all female clinic attenders with newly diagnosed gonorrhoea, 39 per cent. had attended a clinic for STD on one or more previous occasions before the study period (Table I) . Thus, about two-fifths of all women who attended the clinic for the first time with gonorrhoea could be expected to return at a later date with a further infection. If the study clinic is representative of other clinics, these results suggest that the clinic for STD should be regarded as an important focal point for health education and preventive advice. Burton (1969) has discussed the roles of the genito-urinary physician and the health worker in contact tracing and stressed their importance in health education; Alkhateeb, Lukeroth, and Riggs (1975) , who compared three educational techniques used in a clinic, found the interview technique to be the most effective.
Women who had previously attended the clinic were more likely to have attended of their own accord than women who attended with a first infection (Table IIB) . This finding is consistent with the view that previous attenders were more aware that they might have a sexually transmitted disease than were first attenders.
Similarly, the results in Table III are consistent with the view that women who had named two or more contacts were more aware of the possibility of infection than women who had named only one contact. However, only 14 per cent. of first attenders who had named two or more contacts had attended of their own accord. Thus, only a small proportion of women who were probably aware that they had been exposed to risk had attended of their own accord, although public health education had been conducted in the boroughs. Because of the nature of the study design it was not possible fully to evaluate the public health education in the present study; study designs for full evaluation of health education programmes have been described elsewhere (WHO, 1969) .
The patterns of attendance of West Indian-born women differed significantly from those of the other ethnic categories (Tables IV and V) . In Jamaica, George (1974) found a modal age for first sexual intercourse of 13 to 15 years in a sample of 178 women who had attended an antenatal clinic. Schofield (1973) has described the pattern of sexual behaviour in English teenage girls and young women.
Cultural factors which influence the development of sexual behaviour warrant further research; other authors have stressed the need for social and behavioural research (Willcox, 1973) .
Three main conclusions can be drawn from the study: that the clinic for STD appears to be an appropriate setting for health education and preventive advice; that health education, whether conducted in the clinic or in the community, should be fully evaluated by appropriate techniques; and that further research should be conducted into the cultural factors which influence the development of sexual behaviour. exposure to risk. 
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